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A licensure survey was conducted by the Office of

Health Care Assurance from October 18, 2021

through October 20, 2021. There were five

clients residing in this home, three clients were

selected for the sample. The facility was found to

be in compliance with requirements for Title 11,

Chapter 99, Subchapter 1, Small Intermediate

Care Facilities for Individuals with Intellectual

Disabilities.
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